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H 000 initial Comments - H 000

This Statement of Deficiencies was generated as ! A VIXDOI
a result of a State Licensure survey conducted in , {/

your facilty on 7/15/08. - | QD (8\ \

This State Licensure survey was conducted by -

authorify of NAC 449, Homes for Individual \

Residential Care, adopted by the State Board of

Health on November 29, 1989. %

The findings and conclusions of any investigation -

by the Health Division shall not be construed as
prohibiting any criminal or civil investigations,
actions or other claims for relief that may be i .
available to any party under applicable federal,
state or local laws.

The census at the time of the survey was two.

Two resident files and three employee files were

reviewed.
. The following deficiencies were identified: [ H oz . .
: :1. F.\"St A‘oi k\"}' &)\""h a“- 'Hn(L V‘OG‘\,\,\(CO\
H 033 Safety&Sanitation-First Aid Kit Hoas | Componentc was imn eduiedely purchased
NAC 449.15525 Requirements for safety and 2- Direcdor il "’-3“““‘%1‘ moniter  firet
sanitation of facility. (NRS 449.249) : Aid &t andl ensure that all requived

2. A home must contain: ;

(c) A first-aid kit; | compopents are aveilable and if

ony Han was wged , Will ensure thot
(4 temedirtely weplaced (Pls & Allachd rey
B

This Regulation is not met as evidenced by:
Based on observaticn on 7/15/09, the facility's t
first aid kit did not contain a germicide or a CPR .
mask. i

H 055 Tuberculosis-Residents H 055

14 depcies re cited, an appro?ed piap of corrgction must be returned within 10 days after receipt of this statement of deficiencies. ;
,{ [’ [ y ITLE (X8) DATE
( ] / . s}
LABORATORY DIRECTOR'S DR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE (}"/f é'e 6/ p 52 g / 7 0?
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NAC 441A.380 Admission of persons to certain
medical facilities, facilities for the dependent or
homes for individual residential care: Testing;
respiratory isolation; medical treatment;
counseling and preventive freatment;
documentation. (NRS 441A.120)
1. Except as otherwise provided in this section, -
before admitting a person to a medical facility for
extended care, skilled nursing or intermediate
care, the staff of the facility shall ensure that a
chest radicgraph of the person has been taken
within 30 days preceding admission to the facifity.
2. Except as otherwise provided in this section,
the staff of a facility for the dependent, a home for
individual residential care or a medical facility for
extended care, skilled nursing or intermediate ;
care shall;

. (a) Before admitting a person to the facility or

' home, determine if the person:
(1) Has had a cough for more than 3 weeks; :
{2} Has a cough which is productive; i :
{3) Has blood in his sputum; i
{4) Has a fever which is not associated with a
cold, flu or other apparent illness;
(5) ks experiencing night sweats;
(6) Is experiencing unexplained weight loss; or
(7) Has been in close contact with a person who
has active tuberculosis.
(b) Within 24 hours after a person, including a
person with a history of bacillus Calmette-Guerin
(BCG) vaccination, is admitted to the facility or
home, ensure that the person has a tuberculosis
screening test, unless there is not a person
quatified to administer the test in the facility or
home when the patient is admitted. if there is not
a person qualified to administer the test in the
facility or home when the person is admitted, the
staff of the facility or home shall ensure that the
test is performed within 24 hours after a qualified
person arrives at the facility or home or within 5

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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days after the patient is admitted, whichever is
| sooner.

{c) If the person has only completed the first step
of a two-step Mantoux tuberculin skin test within
the 12 months preceding admission, ensure that
the person has a second two-step Mantoux
tuberculin skin test or other single-step
tuberculosis screening test After a person has
had an initial tuberculosis screening test, the
facility or home shall ensure that the person has
a single tuberculosis screening test annually
thereafter, uniess the medical director or his
designee or another licensed physician
determines that the risk of expaosure is
appropriate for a lesser frequency of testing and
documents that determination. The risk of i
exposure and corresponding frequency of !
examination must be determined by following the
guidelines as adopted by reference in paragraph
(h) of subsection 1 of NAC 441A.200.

3. A person with a documented history of a
positive tuberculosis screening test is exempt
from skin testing and routine annual chest
radiographs, but the staff of the facility or home
shall ensure that the person is evaluated at least
annually for the presence or absence of
symptoms of tuberculosis.

4. If the staff of the facility or home determines
that a person has had a cough for more than 3
weeks and that he has one or more of the other
symptoms described in paragraph (a) of
subsection 2, the person may be admitted to the
facility or home if the staff keeps the person in
respiratory isolation in accordance with the
guidelines of the Centers for Disease Controi and
Prevention as adopted by reference in paragraph
{h) of subsection 1 of NAC 441A.200 until a
health care provider determines whether the
person has active tuberculosis. If the staff is not i

able to keep the person in respiratory isolation, :

f deficiencies are cited, an approved plan of correction must be returned within 10 days affer receipt of this statement of deficiencies.
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 care provider determines that the person does
not have active tuberculosis.
5. If a test or evaluation indicates that a person |
has suspected or active tuberculosis, the staff of
the facility or home shail not admit the person to
the facility or home or, if he has already been
admitted, shali not allow the person to remain in
the facility or home, unless the facility or home
keeps the person in respiratory isolation. The
person must be kept in respiratory isolation until &'
heaith care provider determines that the person
does not have active tuberculosis or certifies that,
although the person has active tuberculosis, he is
no longer infectious. A health care provider shall
not certify that a person with active tuberculosis is
not infectious unless the health care provider has
obtained not less than three consecutive negative
sputum AFIB smears which were collected on
separate days.
6. If a test indicates that a person who has been
or will be admitted to a facility or home has active
tuberculosis, the staff of the facility or home shall
ensure that the person is treated for the disease
in accordance with the recommendations of the
Centers for Disease Control and Prevention for
the counseling of, and effective treatment for, a
person having active tuberculosis. The |
recommendations are set forth in the guidelines
of the Centers for Disease Controt and
Prevention as adopted by reference in paragraph
(g) of subsection 1 of NAC 441A.200.
7. The staff of the facility or home shall ensure
that counseling and preventive treatment are
offered to each person with a positive
tuperculosis screening test in accordance with
the guidelines of the Centers for Disease Control
and Prevention as adopted by reference in 4
paragraph () of subsection 1 of NAC 441A.200. ;
8. The staff of the facility or home shall ensure ’

&
the staff shall not admit the person until a health - ll
1
|
f
!

i
{
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that any action carried out pursuant to this section i- Resident No.2 Soheduled ond com ‘oie,hg\
and the results thereof are documented in the L ~s+ep TB Feeh

person ' s medical record.
(Added to NAC by Bd. of Health, eff. 1-24-92; A

3-28-96; R084-06, 7-14-2006) . Director upon  admission will make o

che.chlis"r o{l V‘equiumgw\'j '&T %G’/\
vesident Yaaty needs o be accamFUShedl
widin Cevdain fohfaal‘ Pivecteor  will
monitor and wil\ pefer o the ohecllist’

This Reaulation is nof met senced b iz The first <de@ M Skin dest ks given en
is Regulation is not met as evidenced by: i 1. 200 3 94 2009 -
Based on record review on 7/15/09, the facility ' le‘i ! 5 ard m::‘ m u‘l‘ﬂ_ %
failed to ensure that 1 of 2 residents complied While Hee Jecond Shep wps given on

with NAC 441A.380 regarding tuberculosis testing JU'-H M,200% 20 wus redh on
(Resident #2), Maasy 4, 200G The result came
hg\jm+ivi'
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